Introduction: Hip fracture is a major public health problem because of its prevalence, economic costs, and health conse quences. Intertrochanteric hip fractures account for approxi mately half of the hip fractures in the elderly; out of this more than 50% fractures are unstable. Displacement and stability of an intertrochanteric fracture are an important determinant of treatment.
INTRODUCTION
Hip fracture is a major public health problem because of its prevalence, economic costs, and health consequences. 1 Hip fracture rates for men and women combined in India is estimated to be < 150/100,000. 2 A hip fracture is generally a fracture of the proximal femur. Such injuries may be divided into three categories, according to the anatomical area in which they occur. Femoral neck and intertrochanteric fractures account for over 90% of hip fractures, occurring in approximately equal proportions and subtrochanteric fractures account for the remaining 5 to 10%. 3, 4 Intertrochanteric fractures are defined as fractures involving upper end of femur through and in between both trochanters with or without extension into the upper femoral shaft. There is an increasing incidence of intertrochanteric fractures with advancing age world wide. They are the most frequently operated fracture type, have the highest postoperative mortality rate of surgically treated fractures and the complications asso ciated with it have become a serious health resource issue because of the high cost of care required postoperatively. 5 Although the treatment success of hip fractures using modern sliding implants has improved compared with rigid implants, considerable morbidity and mortality still exist especially in comminuted and unstable fractures. Excessive sliding of the femoral neck screw has been associated with suboptimal results. 6, 7 The development of the dynamic hip screw in the 1960's saw a revolution in the management of unstable fractures. However, the implant also failed to give good results in extremely unstable and the reverse oblique fracture apart from complications after surgical procedures. 5 It is estimated that in the year after a hip fracture there was a decline in functional abilities, reduction in mobi lity and related functions and a reduction in tasks not related to hip function. 8 It was estimated that many sufferers were not able to achieve their pre fracture level of independent living a year after fracture together with a substantial decline in functioning. 1, 9, 10 Despite changes in functioning after hip fracture, the extent to which these changes can be attributed to the fracture remains uncertain; identifying this excess loss is important for understanding the level of recovery that can be expected following a fracture. The current study identified subjects with stable or unstable intertrochanteric fractures treated with dynamic or intramedullary hip screw. Information regarding pain, activity limitation, deformity and range of motion of affected hip were used as predictors for the recovery outcome.
MATeRIALS AND MeTHODS
Fourteen subjects from rural areas of Raigad District, India, who underwent hip surgery for intertrochanteric fracture with internal fixation since 6 months to 1 year were recruited for the study after the ethical approval. The patients underwent surgery and further care in MGM Medical College Hospital, Kamothe, Navi Mumbai, India. Out of the recognized patients, only a few responded to the request for an appointment. They were called to Department of Physiotherapy, MGM Medical College Hospital, Navi Mumbai, or were visited at home for data collection. An informed consent was taken prior to data collection. The subjects were included on a convenient sampling method. The inclusion criteria were patients who had undergone surgery with internal fixation for intertrochanteric fracture. Those with bilateral hip fractures, pathologic fractures, previous ipsilateral hip fractures or surgery, fractures involving the pelvis, subtrochanteric region or femoral shaft, nonunion and patients who underwent or under going physiotherapy rehabilitation 2931 postsurgery were excluded from the study. Preoperative Xrays or photograph of Xrays were used to distinguish between stable and unstable types of fractures which were done by an orthopedic surgeon. Harris hip score (HHS) was used to assess the level of recovery of the patients. The multidimensional HHS was developed to evaluate outcome in orthopedic surgery of the hip joint. 32, 33 Results are available on the responsiveness of the HHS in evaluating outcome of total hip replacement which shows higher responsiveness ratios than generic scales like the SF36. 3237 The SF36
showed good responsiveness in trials on the effectiveness of various medical interventions such as total hip replacement, pharmacological therapy, and exercise program in osteoarthritis (OA). 34, 35, 37, 38 Harris hip score is an observational assessment, which makes it less sensitive to a patient's subjective bias (such as socially desirable answers) than experienced recovery. Finally, functional disability (that is, the decrease of range of movement and hip function) can be more specifically considered with a multidimensional measure. Therefore, the HHS rather than a patient's global assessment is preferred. 39 Harris hip rating scale measures response to pain, limp, support, distance walked, sit, enter public transportation, stairs, put on shoes, absence of deformity, range of motion (ROM). Pain score with a total score of 44, activity limitation with a total score of 47, deformity with a total score of 4 and ROM of hip with a total score of 5 thus make total HHS of 100. Except for deformity, all other components perform better as the score goes higher. The data thus collected by interviewing subjects using HHS were then entered in the website http:// www.orthopaedicscore.com/scorepages/harris_hip_ score.html and the final score was downloaded to Micro soft Excel software and further analyzed using SPSS software.
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ReSULTS
Fourteen subjects with intertrocahanteric fracture (7 stable and 7 unstable intertrochanteric fracture) who under went surgery with internal fixation since 6 months to 1 year were recruited for the study. The subjects were in the age group of 40 to 60 years.
The mean and standard deviation (SD) of all the com po nents of HHS, i.e. pain, activity limitation, defor mity, ROM and of the total scoring of HHS are shown in Table 1 . The pain component of the scale having a total HHS of 44 depicts that stable type of intertrochan teric fracture displays a better mean pain score at 40.00 (SD = 0.00) compared to unstable type with a mean score of 36.29 (SD = 6.05) (Graph 1) and the score for activity limitation concludes that there is less acti vity limi tation in stable type compared to unstable type of intertrochanteric fracture with a mean score of 34.86 (SD = 6.62) and 23.86 (SD = 14.06) respectively against a total score of 47 (Graph 2). Deformity infers that stable type of intertrochanteric fracture shows less deformity at a score of 0.000 as compared to unstable type at 0.571 (SD = 1.51) against a total score of 4 (Graph 3) and score for ROM concludes that ROM having a total score of 5 is limit ed in stable type with a score of 3.86 (SD = 0.72) compared to 4.13 (SD = 0.55) scored by unstable type of intertro chanteric fracture group (Graph 4). Graph 5 shows overall scores of the HHS which is out of 100. The results for HHS shows stable type of intertrochanteric fracture displays a better HHS at 78.71 (SD = 6.18) compared to 64.85 (SD = 16.33) scored by unstable type group. Even though a descriptive comparison of mean scores of HHS falling in favor of stable type of intertrochanteric fracture, a statistical comparison using MannWhitney U Statistic shows that there is no significant difference at 0.05 levels between stable and unstable type of intertrochanteric fracture groups (Table 2) .
DISCUSSION
The main result of this study is, there is a marginal inclination toward the results of subjects of HHS which measures response to pain and functions post surgery in the group of stable intertrochanteric fracture as compared with unstable intertrochanteric fracture. When a bone sustains enough force to be fractured, it is quite likely that ligaments and tendons are damaged as well. While bones generally heal quite well on their own with the help of a cast, ligaments and tendons usually do not heal completely. In addition, postfracture pain may be due to the fact that the outside of the bone, or the periosteum, has not completely healed, something that would not show up on an Xray. The inside of a bone does not contain nerve endings and, therefore, cannot feel pain, the outside of the bone does. 40 In the treatment of stable trochanteric fractures the problems involved in obtaining fracture union are minor, internal fixation is not a great mechanical problem because of an exact fracture reduction, which can usually be obtained, leads to a stable weighttransmission system in which load on the hip joint is transmitted to the femoral head through bone contact over the fracture line. 41 The internal fixation of unstable trochanteric fractures is primarily a mechanical problem. 1 So there is less pain and deformity in stable group as compared to unstable group. In the present study, the levels of activity limitation attri butable to the hip fracture were identified. Hip frac ture takes its greatest toll on lowerbody function. Also, stress falls on hip during standing and walking affects its recovery and due to the stability of fracture, stable group has less activity limitation as compared to unstable group. 42 However, ROM shows marginally reverse attitude compared to the results of other study parameters. This fact is in contrast to the overall result between stable and unstable inter trochanteric hip fractures. There is no clinical explanation envisaged at this time but it should be noted that the difference is very minimal. Overall, there are no noteworthy differences found among stable and unstable intertrochanteric fracture groups. As the result shows there is a slight difference noted in favor of stable intertrochanteric group compared to unstable group but this is not statistically significant. This might be due to the small sample size. This makes the study necessary to continue on a larger population.
It is imperative that recovery from a hip fracture involves more than just repairing the fracture itself. Recovery involves rehabilitation to regain the ability to do tasks of daily living and to prevent further injuries. The orthopedic, medical, and rehabilitative teams must pay close attention to the type of hip fracture to generate appro priate prognostic goals and therapeutic strategies accordingly. This study should be continued on a larger population to establish the findings of this study. This might be due to the small sample size. This makes the study necessary to continue on a larger population to establish this fact.
